Introduction
Studies of the moral reasoning of health care personnel are usually performed as either interview or questionnaire studies, following the tradition from moral psychology. These approaches raise a number of problems.
Questionnaire studies in this area often presume a specific underlying moral theory and may confine the respondents' answers to those that are allowed within the theoretical framework. This is exemplified in the debate between proponents of Kohlberg's justiceoriented and Gilligan's care-oriented approaches to assessing moral development.' 4 When the justice theorists do not see "care" being used in moral reasoning by their respondents and vice versa, it may well be because of the narrow scope of their questions or analysis methods.5 Interview studies usually allow the respondents greater latitude, but may encounter the problem of "conformist respondents" giving the response they perceive as socially desirable, or may have bias caused by the "interviewer effect". 6 The optimal approach would probably be a study of moral reasoning in real-life groups, discussing real-life dilemmas. Such studies are very rare, presumably because of the problems in getting access to groups where discussions of ethical problems constitute a major part of the interaction.
We have therefore found it of interest to use a modification of focus group techniques to study moral reasoning and attitudes in "artificial" groups of health care personnel.7 8 Such an approach seems to have two methodological advantages when compared to interview and questionnaire studies: a. Respondents are not exposed to any interviewer effect, and b. The risk of getting conformist answers may be less if the respondents have to defend their point of view in a group of peers.
The group format also makes it possible to study aspects of the group dynamics in a group of professionals discussing ethical questions. This may be increasingly important in an era where health care systems are becoming more and more complex, and where group decisions about care become more common. If group dynamics influence the clinical decisions at the bedside or in conferences, it is important to be able to study this aspect of the decision-making process.
The present study therefore has three interrelated aims: a. To assess the usefulness of modified focus groups in moral reasoning research; b. To study aspects of the group dynamics related to ethical decision making, and c. To assess possible differences in moral reasoning between Danish nurses and physicians.
Materials and methods
Seven discussion groups were formed at five departments of internal medicine. Six groups consisted of three nurses and three physicians, one of two nurses and three physicians. This composition of the groups were chosen in order to: a. Facilitate the analysis of group dynamics by including members of two distinct professional groups, and b. Create an interaction which would make it possible to study possible differences in moral reasoning between nurses and physicians.9 The participants were all volunteers, and did not constitute a random sample of the employees at the departments included in the study. No attempt was made to ascertain whether they differed from other nurses and physicians working in the same department.
Three cases were successively presented for discussion, and the groups were asked to discuss and make a decision within a 20-minute time limit During the rounds it is considered whether treatment should be stopped, since the expected survival of the patient, even if he recovers from the acute crisis, is judged to be only one to two months.
The patient has not expressed any attitude towards the treatment, neither during the present nor the previous admission, and his wife says that the staff should do "what is best for my husband". The physician, who is doing the rounds, therefore decides to take the question of cessation of treatment to the departmental conference.
What decision do you think should be taken?
The medical department of X-ville central hospital has a large out-patient clinic, and for many years has had a large special out-patient clinic for patients with insulin dependent diabetes. Because of the closure of several small hospitals in the county both the number of admissions and the general activity in the out-patient clinic have increased substantially. There is therefore a need to increase the numbers of staff both in the out-patient clinic and on the wards. After long discussions the administration has put forward two proposals, and has demanded that the departmental management chooses between them.
1. The diabetes out-patient clinic is closed, the resources are transferred to the general out-patient clinic, and the medical wards receive a number of extra nurses.
2. The diabetes out-patient clinic is retained, the general out-patient clinic receives a number of extra nurses, but the numbers of staff on the medical wards are kept constant.
What solution do you think should be chosen?
These cases were designed to be of interest to both physicians and nurses, and to explore three important subject areas in health care ethics: truth-telling, end-of-life decisions, and resource allocation problems. 
Results
In one of the groups only one statement was made concerning case three. This statement was put forward by a physician and everybody agreed with his conclusion. This "discussion" was not used in the analysis of content, type, and style.
The quantitative analysis shows that doctors take up more discussion space than nurses in all seven discussion groups, and that this is a combined effect of a difference in the length of each individual utterance and of more utterances presented ( Table 2 ). The same picture emerges in each individual case discussion. In all discussions of case one, five out of seven discussions of case two, and six out of seven discussions of case three, doctors speak more than nurses.
In 17 of the 21 discussions the first intervention comes from a physician (p=0 0072), and in 18 of 21 P=number of physicians using this concept; N=number of nurses using this concept. *N(physicians)=21, N(nurses)=20; tN(physicians) = 18; N(nurses)= 17; tp= 0-0149 (Fisher's exact test).
(p=00015) the solution finally agreed upon is first explicitly proposed by a physician (although usually not in the first intervention). The solutions chosen were not the same in all groups. In case one four groups decided to wait and tell the patient the truth later or maybe not at all, and three groups decided that the patient should be told. In case two four groups would continue the planned course of antibiotics but not do anything more, two groups would stop treatment now, and one group would order further investigations. In case three three groups chose proposal one, three groups proposal two, and one group would propose a compromise.
The analysis of ethical content showed no major differences between nurses and physicians, except in case one where physicians were significantly more likely to put forward a specific deontological statement (Table 3 ).
An informal comparison with data from a previous qualitative interview study (unpublished) indicates that the richness and depth of the ethical statements/arguments are at least comparable to that of interview data.
No differences were found in the type of statements put forward by the two professional groups, but it was found that quite a large proportion of statements were, at least partially, concerned with elucidating the nature of the ethical problem, clarifying the context, or presenting or discussing technical information (Table 4 ). In case one these statements were concerned with the mental state of the patient, and with the consequences of not telling her that she had cancer (whether she would later need an operation for 
Discussion
In the Danish health care system physicians and nurses are salaried employees of the hospital, and patients do not "belong" to any specific consultant. Important treatment decisions are most often made at a departmental conference with the participation of a number of physicians and nurses.
The group format used in this study resembles the format of these departmental conferences, although the time for discussion here was longer than is normally available.
Participants in this study are therefore used to this format, and there are no indications in the data that they are hesitant in engaging in discussion.
The different solutions reached in the different groups furthermore indicate that the three cases used here describe real moral dilemmas.
Evaluated as a tool for the study of moral attitudes and moral reasoning among health care personnel, discussion groups of this kind can therefore be useful because they allow for the collection of a large amount of rich data, data 
